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ABSTRACT
Although women’s health research expanded greatly in the past 10 years, significant gaps in
knowledge remain. Prioritization and promotion of research will help assure continuing
progress in closing such gaps and improving the health of women. Although a comprehen-
sive agenda for the new millennium has been developed at the national level, the process for
establishing a local research agenda is not well defined. The purpose of this study was to de-
scribe criteria for and barriers to establishing a local research agenda in women’s health. A
secondary aim was to describe mechanisms for identifying women’s health researchers and
for facilitating multidisciplinary research. Directors of Research at National Centers of Ex-
cellence in Women’s Health (CoEs) (n 5 18) were surveyed by mail for this information. The
results indicate that the local research agenda should emphasize health issues that are preva-
lent in women, research that is likely to establish treatment, psychosocial/cultural factors, and
quality of life issues. The process of setting a research agenda should include input from the
communities served as well as from scientists. Critical evaluation of scientific strengths and
weaknesses is an essential preliminary step in prioritizing research opportunities in order to
implement and evaluate a research agenda in women’s health.
927
1Department of Medicine (Cardiology), The University of Michigan, Ann Arbor, Michigan.
2Present address: Department of Medicine, Columbia University, New York, New York.
3Department of Preventive Medicine, University of Wisconsin Medical School, Madison, Wisconsin.
4Department of Pharmacology, University of Puerto Rico School of Medicine, San Juan, Puerto Rico.
5Department of Medicine (Geriatrics), University of California, Los Angeles, California.
6College of Pharmacy, The Ohio State University, Columbus, Ohio.
7Department of Obstetrics, Gynecology and Reproductive Sciences, Magee-Women’s Research Institute, University
of Pittsburgh, Pittsburgh, Pennsylvania.
This work was supported in part by the Office on Women’s Health of the U.S. Department of Health and Human
Services.
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INTRODUCTION
WITH THE EXPLOSION OF ATTENTION in the past10–15 years to conditions that afflict
women differently from men, efforts have been
made to develop a framework that assures con-
tinuing progress in the treatment and prevention
of diseases or conditions that are unique or more
serious for women than for men of comparable
age.1,2 Mandates, such as the National Institutes
of Health (NIH) Revitalization Act of 1993,3 as-
sure that women and minorities are included ap-
propriately in studies that are federally funded.
Also mandated, the Women’s Health Initiative
(WHI) was launched in 1993 as the largest clini-
cal trial among women4 and is addressing some
of the leading causes of death and disability in
women as they age. These and other milestones
do not necessarily assure that biomedical and be-
havioral research in women will expand pro-
gressively and impact critical areas. One chal-
lenge to expanding research is to prioritize
scientific opportunities that will close gaps in
knowledge and lead to health benefits for
women.
Establishing research priorities is critical to ad-
vancing knowledge efficiently in specific areas of
women’s health, with the ultimate aim of reduc-
ing the burden of disease and enhancing the lives
of women. A research agenda for women’s health
at the NIH was set in 1991 by the Office of Re-
search on Women’s Health (ORWH), based on
public hearings and a scientific workshop at Hunt
Valley, Maryland.5 Using a similar format, a se-
ries of meetings beginning in 1996 resulted in an
updated national agenda for women’s health re-
search for the 21st century.6 Also providing a
model for development of a research agenda was
the Institute of Medicine’s (IOM) report on re-
search priority setting at the NIH.7 The IOM re-
port focused on public input, burden of disease,
and scientific opportunity as criteria for priority
setting. In addition to communicating the proce-
dures for priority setting, the IOM suggested that
broader input be obtained to strengthen the
process.
Although the national agenda has been com-
prehensively developed and provides an exem-
plary prioritization of research needs, a process
is necessary to locally adopt and implement it.
The primary purpose of this study was to de-
scribe criteria for and barriers to establishing a lo-
cal research agenda in women’s health. A sec-
ondary aim was to document methods to identify
women’s health researchers and mechanisms to
facilitate multidisciplinary research. Information
was obtained from a survey of Directors of Re-
search at the National Centers of Excellence in
Women’s Health (CoEs), supported by the Office
on Women’s Health (OWH) of the U.S. Depart-
ment of Health and Human Services (DHHS). The
CoEs, located in leading academic health centers
across the United States and Puerto Rico, are de-
veloping new models for women’s healthcare by
integrating comprehensive clinical healthcare, re-
search, medical training, community outreach,
and medical school faculty leadership develop-
ment.
MATERIALS AND METHODS
A standardized questionnaire was given to all
research directors of the originally funded CoEs
(n 5 18) in July 1999. The questionnaire included
demographic information about the respondent,
including age, degrees, academic rank, extra-
mural funding, major discipline(s), and research
interests. It also contained a quantitative section
that required rating and ranking a list of criteria
to establish a research agenda and ranking the
importance of age groups to study. Respondents
were asked to list the top three women’s health
research topics and top three barriers to women’s
health research as open-ended questions, relying
on their expertise in women’s health. As a result
of collapsing some directors’ responses into a
broad category, frequencies for these two ques-
tions do not total 54. The survey included an
open-ended section that requested suggestions
for (1) how to determine gaps in research, (2)
mechanisms to identify women’s health re-
searchers and (3) strategies to facilitate multidis-
ciplinary research in women’s health, and (4) pro-
cedures to establish a local research agenda. All
18 CoE research directors responded to the sur-
vey.
The CoE research directors developed by con-
sensus a list of criteria for setting a women’s
health research agenda. Then they were asked to
rate these criteria on a Likert scale of 1–5, with 5
being of extreme importance and 1 being of little
or no importance. Scores are expressed as
mean 6 SD. In addition, CoE research directors
were asked to rank the top five criteria in order
of importance for setting research priorities. The
mean rank and proportion of respondents that
ranked the criteria in the top three and top five
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were calculated. Information from the qualitative
portion of the survey was summarized and cate-
gorized where appropriate. No statistical testing
was performed because of the limited sample
size.
The survey respondents represented 18 differ-
ent academic institutions across the United States
(see Appendix) that, at the time of the survey,
were designated as CoEs by the OWH in recog-
nition of their excellence in women’s health re-
search, teaching, clinical care, public outreach,
and leadership development for female faculty.
There were 16 women and 2 men (mean age of
47 6 3.5 years) who completed the survey. The
ethnic composition of the respondents was 83.3%
non-Hispanic whites, 11.1% African American,
and 5.6% Hispanic. Nearly 80% were at or above
the associate professor level. The majority had a
Ph.D. (n 5 12), and 6 had an M.D. degree, with
100% reporting that they receive extramural
funding. The research directors represented nu-
merous disciplines, including cardiology, epi-
demiology, statistics, obstetrics/gynecology,
nursing, psychology, geriatrics, physiology, mi-
crobiology, and immunology. The research inter-
ests of the respondents also were diverse, with
women’s health cited most frequently.
RESULTS
Criteria to establish a research agenda in 
women’s health
Ratings for prespecified criteria to set a re-
search agenda are listed in Table 1. The highest-
rated criterion was for research focused on health
issues that afflict large numbers of women (4.82 6
0.83). It was rated as one of the top three criteria
by more than half the respondents and was rated
in the top five by approximately 70% of the re-
spondents. Research that focuses on information
that is likely to establish treatment received the
second highest rating (4.18 6 0.47), followed by
studies of psychosocial/cultural factors (4.00 6
0.47) affecting women’s health. Problems that af-
fect quality of life were also rated as important
(3.88 6 0.63), with more than half of the respon-
dents rating this criterion in the top five and 41%
rating it in the top three. None of the listed crite-
ria received a score less than 3.0 on the 5-point
Likert scale. However, a research question fo-
cused on conditions with little or no established
treatment was rated lowest on the list (3.00 6
0.85). Overall, there was good consistency be-
tween mean scores based on rating and the rank-
ing of individual items.
CoE research directors were also asked to rank
order (from 1 to 5, with 5 as most important) pri-
orities for age groups to be studied. Midlife
(40–55 years) was ranked highest (mean rank
4.31 6 4.00), followed by the aging (55–70 years)
(mean rank 4.00 6 2.70), adult women (25–40
years) (mean rank 3.00 6 1.90), youth (,25 years)
(mean rank 2.56 6 2.20), and the elderly (.70
years) (mean rank 2.47 6 1.40).
Top health topic and barriers to setting a 
research agenda
Responses to the top three health topics ques-
tion were grouped into broad categories by con-
tent. The most frequently identified topic was car-
diovascular disease (CVD) (n 5 11). This was
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TABLE 1. CRITERIA FOR SETTING A WOMEN’S HEALTH RESEARCH AGENDA
Score (5 5 top) Rank (5 5 top) % rated in % rated in
Research question focus Mean 6 SD Mean top 5 top 3
Health issue for large number of women 4.82 6 0.83 2.35 71 53
Information likely to establish treatment 4.18 6 0.47 1.53 53 24
Psychosocial/cultural factors 4.00 6 0.47 0.53 12 12
Problem affecting quality of life 3.88 6 0.63 1.76 53 41
Previously understudied area 3.82 6 0.46 0.82 24 18
Biomedical conditions 3.75 6 0.56 0.53 12 12
Highly lethal condition 3.71 6 0.68 0.71 24 18
Topic leading to new methodology 3.71 6 0.56 0.18 12 0
Afflicts only women 3.59 6 0.69 0.47 24 6
Medical education—women’s health 3.43 6 0.72 0.18 6 6
A fundable question 3.35 6 0.81 0.76 35 12
Multidisciplinary in nature 3.35 6 0.73 0.65 24 12
Condition with little or no established treatment 3.00 6 0.85 0.12 6 0
Other (2 answered) 1.50 6 0.61
followed by breast cancer and mental health (n 5
8 each), menopause and hormone replacement
therapy (HRT) (n 5 5), and genetic factors (n 5
4). Access to care and preventive healthcare each
had 3 responses, and pregnancy had 2. The re-
maining health topics included quality of life, en-
vironment, diverse populations, aging, smoking
cessation, violence, sex-specific treatment, and
obesity, with each recorded once as a top prio-
rity.
The most common barrier to women’s health
research was identified as lack of funding (n 5
11), followed by lack of recognition, acceptance,
and sensitivity by researchers (n 5 10). Lack of
appropriate infrastructure and reward system for
multidisciplinary/interdisciplinary research (n 5
7) and lack of academic leaders in women’s health
(n 5 6) were also listed as top barriers. Other top
barriers included difficulty in recruiting women
and the current healthcare system, with 4 and 3
responses, respectively. Other barriers included
an insufficient focus in curricula and lack of part-
nerships with women to determine needs.
How to determine gaps in women’s health research
An initial step in setting a research agenda is
to identify gaps in knowledge about the health of
women of diverse racial, ethnic, and socioeco-
nomic background. CoE research directors in
women’s health identified the following proce-
dures to determine gaps in knowledge at the lo-
cal level:
1. Evaluate current knowledge and understanding of
diseases unique to women. Are basic and clinical re-
searchers aware of the diseases, disorders, and
conditions that affect women and particular re-
search opportunities? Most of the survey partici-
pants suggested conducting surveys, workshops,
and special conferences to answer this question.
Outreach strategies should be developed to com-
municate the missing information to all interested
groups.
2. Examine diseases with a disparate incidence and
mortality rate among women. This effort requires
data collection and analysis in order to recognize
the emergence of particular disease trends that af-
fect only women. Potential sources of identifying
disease patterns and behaviors among popula-
tions include hospital records, the United States
Census, insurance company data, and epidemio-
logical studies. These data are available electron-
ically from many agencies, including the Centers
for Disease Control and Prevention (CDC) and
the Centers for Medicare and Medicaid Services
(formerly the Health Care Financing Administra-
tion). In addition, the survey respondents rec-
ommended reviewing the scientific literature to
identify gaps in knowledge, especially when such
information is available for men. Literature re-
view will also help determine disorders of high
prevalence in women.
3. Assess treatment availability for women, espe-
cially for conditions requiring interventions that
are different from those of men. Clinical re-
searchers are encouraged to assess if there are dif-
ferences in the availability and access of treat-
ment or health services or both between women
and men in their patient population, as have been
observed nationally.
4. Monitor the enrollment of women in research
studies. To assure adequate representation of
women in clinical trials at the local level, survey
participants suggested creating a register of on-
going clinical trials to track and monitor women’s
participation. This local monitoring would assure
that the NIH requirements are met as well as that
non-NIH trials appropriately involve women.
5. Identify the ethnicity and socioeconomic status
of women who are recruited for or participate in re-
search. Gaps in women’s health research are often
a result of the exclusion of low-income and mi-
nority women, who also have higher rates and
risks of major diseases.8 Mechanisms to avoid this
limitation will be to include women and minori-
ties on the research working groups and to con-
sult with national groups responsible for devel-
oping and promoting research agendas for
minority women, such as the Society for Analy-
sis of African-American Public Health Issues.
Other key mechanisms are involvement of the
communities and their representatives in the re-
search process, providing a flexible visit sched-
ule for research participants, and if possible, cov-
ering participant transportation and child care.
6. Review existing research agendas. The ORWH
research agenda, Report of the National Institutes of
Health: Opportunities for Research on Women’s
Health, published in 1992,5 has been supple-
mented each year to address emerging issues in
women’s health. A key resource is the multivol-
ume Agenda for Research on Women’s Health for the
21st Century, developed by the ORWH, which de-
scribes national agenda topics in terms of scien-
tific progress, gaps in knowledge, and recom-
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mendations.6 Another source of information is
the interest areas published on the NIH website
annually from the Office of the Director. Topics
of particular interest or strategic plans for re-
search also appear on the web for the individual
NIH institutes.
7. Access funding databases and investigate fund-
ing opportunities. Gaps in women’s health re-
search can also be identified by accessing cur-
rently available databases of funded research and
funding opportunities and correlating the re-
spective data with the diseases, disorders, and
conditions specified in the ORWH research
agenda or those given special considerations by
Congress.
8. Organize consensus conferences or working
groups. Survey such participants as basic and clin-
ical investigators, women’s advocates, institu-
tional and public officials, potential female sub-
jects, study sponsors, and healthcare providers
for their perceptions of gaps in women’s health
research. The information provided by these
groups should be used in developing any re-
search agenda.
Mechanisms to identify women’s 
health researchers
Mechanisms to identify women’s health re-
searchers locally and nationally included (1) In-
ternet searches of expertise and funding agency
databases and public and private websites by spe-
cific topic or keyword, (2) examination of exist-
ing databases, such as the NIH Computer Re-
trieval of Information on Scientific Projects
(CRISP) and the Community of Science (COS).
Within the COS, a CoE database is available as
an affiliated site and provides the opportunity of
searching CoE expertise by topic. Additional
mechanisms to identify women’s health re-
searchers included (3) searching published pa-
pers and textbooks, (4) reviewing local and 
national conference agendas, (5) conducting sur-
veys among local and national professional soci-
eties that ask members to identify themselves as
women’s health researchers, and (6) conducting
surveys among department, program, or center
chairs or directors or distributing a survey for-
mally or informally to faculty members. It is of-
ten possible to build on existing surveys of re-
search interests by simply adding women’s
health as an option, which will likely improve the
response rate over sending a separate survey to
assess research interest in women’s health. The
response rate may also be optimized by provid-
ing an incentive, such as inclusion in a published
directory of women’s health researchers and no-
tification of funding opportunities.
Mechanisms to facilitate multidisciplinary
research in women’s health
Seventy-two percent (n 5 13) of CoE research
directors identified grant funding that required
multidisciplinary collaboration as a stimulus for
building interdisciplinary research teams. For ex-
ample, major funding agencies, such as the NIH,
might initiate grant programs that fund interdis-
ciplinary research, thereby encouraging broad-
based investigations into women’s health prob-
lems. Expansion of the Building Interdisciplinary
Research Careers in Women’s Health (BIRCWH)
awards would also facilitate multidisciplinary re-
search at the local level. The BIRCWH program
seeks to increase the number of researchers work-
ing on women’s health issues and to mentor ju-
nior researchers in an interdisciplinary scientific
setting by pairing them with senior investigators.
Pilot funding at the local level might also be pro-
vided to stimulate innovative research projects
and to encourage new investigators. Seven (39%)
of the 18 research directors emphasized the im-
portance of forming networks among researchers
interested in women’s health issues. They sug-
gested the development of colloquia, conferences,
discussion forums, e-mail list groups, and re-
search directories to facilitate the establishment
of networks. In addition, 4 (22%) of the respon-
dents also suggested that local institutions and
private national organizations provide career po-
sitions that require multidisciplinary skills and
special recognition (e.g., incentives, such as pro-
tected time) to encourage the participation of re-
searchers in interdisciplinary teams.
Procedures for setting a local research agenda in
women’s health
Key components of establishing a local re-
search agenda in women’s health are listed in
Table 2. The process should begin with a review
of existing agendas at the national level. The fol-
lowing documents suggested by the CoE research
directors may be helpful in initiating the process:
Recruitment and Retention of Women in Clinical Tri-
als from the ORWH,8 Report of the National Insti-
tutes of Health: Opportunities for Research on
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Women’s Health,9 Action Plan for Women’s Health
from the OWH,10 Women in Biomedical Careers:
Dynamics of Change—Strategies for the 21st Century
from the ORWH,11 and Agenda for Research on
Women’s Health for the 21st Century from the
ORWH.6
Important gaps in knowledge can be identified
through several mechanisms outlined previously
and contained in the CoE program mission. Crit-
ical gaps that might be addressed in the context
of local expertise should be outlined. The research
interests and expertise at the local institution
should be cataloged (see section on Mechanisms
to identify women’s health researchers). Input should
be obtained from researchers in women’s health,
particularly veteran researchers, to assist with
priority setting. Demographic data for the geo-
graphic area should be documented, and part-
nerships with local departments of health might
be useful to achieve this step. Recruitment strate-
gies that include ethnically and socioeconomi-
cally diverse groups of women should be out-
lined. Community involvement should be sought
to discuss local health issues for women and to
discuss the feasibility of various research priori-
ties. This can be accomplished through working
with established community groups, developing
community boards to partner with women’s
health programs, focus groups, conducting sur-
veys at community events, or through direct mail
or phone solicitation. Public input, especially
from women, is essential to acceptance and suc-
cessful implementation of a research agenda
aimed at improving women’s health.
DISCUSSION
These data confirm that highly prevalent
chronic conditions in women should be priority
areas of research for all stages of prevention lo-
cally as they are nationally. As the population
ages, the burden of chronic diseases affecting
large numbers of women will continue to rise. Re-
sults are consistent with recommendations from
the IOM7 suggesting that the burden of disease
should be a criterion in establishing research pri-
orities. Moreover, the findings are consistent with
the Report of the Public Health Task Force on
Women’s Health Issues,6 suggesting that research
should emphasize prevalent diseases in women.
Researching psychosocial and quality of life is-
sues was rated as important than researching con-
ditions that are highly lethal. Increased survival
of women to older ages will require a paradigm
shift in study end points, as lengthening life may
not be as relevant as improved quality of life for
many older women.
Priorities for studying population age groups
may reflect the knowledge that biological
changes occurring during the midlife due to ag-
ing or hormonal changes or both are associated
with many adverse health consequences.12
The health topics listed as priorities for re-
search in women generally parallel morbidity
and mortality data.13 CVD is the leading cause of
death in women and is a significant cause of mor-
bidity, although women tend to have a greater
fear of cancer, the second leading cause of death
in women.14 Lung cancer, not singled out by the
CoE research directors, claims more lives than
breast cancer and presents an important oppor-
tunity to reduce disease burden because it is of-
ten caused by smoking and is preventable.15 Men-
tal health disorders are a significant cause of
morbidity in women. Major depression is the
most common severe mental disorder among
women, and it has been estimated that the ratio
of depression risk rates is 2:1 for women com-
pared with men.16 The CoE research directors’
top priorities differ from the national agenda6 in
some respects, perhaps with smoking being the
most notable. The national agenda also empha-
sized autoimmune conditions, neurological con-
ditions, and infectious diseases. It is likely that
limiting the choice of topics to a total of three re-
stricted the scope of conditions listed in this re-
port. It is unclear why the CoE directors did not
emphasize smoking and lung cancer risk, but
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TABLE 2. STEPS TO ESTABLISH A LOCAL RESEARCH
AGENDA FOR WOMEN’S HEALTH
1. Review existing national agendas.
2. Identify gaps in knowledge.
3. Compile research interests and expertise of local 
scientists.
4. Obtain input from women’s health researchers and
key leadership.
5. Document demographics and morbidity/mortality
trends of targeted communities/populations.
6. Invite public input into process of priority setting.
7. Assess recruitment strategies, feasibility, and signifi-
cance of proposed research.
8. Develop criteria to prioritize research activities.
9. Establish a communication and implementation plan
that facilitates multidisciplinary research activities
and network opportunities.
10. Evaluate progress and update agenda on a regular
basis.
they may have considered behavioral changes as
implicit in preventive healthcare, which was em-
phasized in this report.
Our survey results are consistent with those
observed by Johnson and Fee.17 They docu-
mented that women’s health research needs have
been concentrated in three main areas including
(1) biological conditions (e.g., menstruation,
pregnancy, menopause) and diseases (vaginal,
cervical, ovarian, and breast cancer) that affect
only women, (2) diseases that affect men and
women but are more prevalent in women (os-
teoporosis, depression, and autoimmune dis-
eases), and (3) diseases and disorders that are ex-
pressed differently in men and women (heart
disease, substance abuse, AIDS, and violence).
Lack of role models in academia in general, and
in women’s health in particular, is a modifiable
barrier. Fried et al.18 reported success in career
development through long-term interventions at
Johns Hopkins University, suggesting that a
greater concentration of experienced women in-
vestigators might be available with a concerted
effort. The problem is not unique to the United
States. In a Norwegian study, men leaders in aca-
demic medicine outnumbered the women lead-
ers almost 3:1.19 Women’s health issues are
global, especially such chronic diseases as CVD,
and are leading contributors to death in most de-
veloped and developing countries. Training the
next generation of scientists in women’s health
will require development of formal curricula and
integration with existing programs. Henrich9 has
made recommendations for training healthcare
professionals and states that “implementing these
recommendations would go a long a way toward
ensuring that the nation attains the highest stan-
dard of education, training, practice, and research
in women’s health.” In 1992, the ORWH initi-
ated programs to increase opportunities for
women in biomedical careers. These programs
include reentry programs for women who have
interrupted their research careers for family re-
sponsibilities; Transitional Career Development
Awards in Women’s Health Research; Profes-
sional Opportunities for Women in Research and
Education (POWRE); training projects for high
school students, college faculty, and students;
and writing courses for young scientists.6 Devel-
opment of successful women academic leaders is
a central component of the CoEs, and successful
programs and strategies have been recognized by
the OWH.20 Other efforts at the national level in-
clude special junior faculty outreach projects,
four National Centers of Leadership in Women’s
Health funded by the OWH,21 and funding of 
11 universities participating in the BIRCWH 
program, which encourages junior faculty re-
searchers from basic, clinical, behavioral, health
services, and public health research areas.
Mechanisms suggested by the CoE research di-
rectors to identify women’s health researchers lo-
cally and nationally included traditional meth-
ods, such as electronic or nonelectronic searches
of databases and literature and surveys among
institutional leaders or faculty themselves. Less
traditional mechanisms included seeking out re-
searchers at conferences and surveying expertise
among professional societies. The multidiscipli-
nary nature of women’s health research22 makes
it difficult to identify individuals with research
expertise efficiently using a single source. One
previously published strategy to identify and
build a multidisciplinary team involved “top
down” (e.g., departmental chairs) and “bottom
up” (individual faculty members) surveys,23 but
such teams are usually targeted at a single health-
related issue. Our recommendations describe sev-
eral options that may be used in combination to
systematically identify researchers from diverse
disciplines with experience in issues encom-
passed by women’s health.
The field of women’s health is widely recog-
nized by researchers, health providers, educators,
and policymakers as being multidisciplinary in
nature.24–27 The complex issues associated with
women’s health have prompted these profes-
sionals to advocate the development of interdis-
ciplinary teams to address patient care, research,
and education in women’s health. This multidis-
ciplinary approach attempts to integrate per-
spectives held by diverse disciplines and is gen-
erally regarded as superior to older, fragmented
methods of addressing women’s health.28
Proponents of an integrated view of women’s
health suggest that collaborations include rele-
vant fields in medicine and health, such as inter-
nal medicine, family practice, obstetrics/gyne-
cology, pediatrics, nursing, pharmacy, public
health, and mental health.26,28 Cross-discipline
training efforts may also lead to interdisciplinary
collaboration between internists and obstetri-
cians/gynecologists to advance the competency
of physicians and physician-scientists in women’s
health. Women’s health interdisciplinary teams
may also include professionals from basic sci-
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ence, anthropology, sociology, and psychol-
ogy.28 For example, basic scientists join with
physician investigators to explore fundamental
biological and physiological questions and their
relationships to human health. Researchers in the
fields of social sciences and behavioral medicine
may collaborate with physicians to examine the
effects of socioeconomic status, social interac-
tions, cultural factors, and environmental influ-
ences on health beliefs and behaviors.
CONCLUSIONS
Over the past one to two decades, there has
been an increased awareness of health issues that
uniquely affect women or affect women differ-
ently from men. This increased attention coupled
with discoveries of gender-based differences
ranging from the molecular level to behavioral
factors have helped to establish women’s health
as a focused field of research. The national agenda
comprehensively mapped the direction of re-
search across the life-span and by topic.6 Local
implementation requires a multifaceted plan that
assumes differences in expertise, interest, and 
resources among institutions. Such a plan at the
local level will help direct energy and resources
toward research yielding the greatest health ben-
efits.
In this report, we have described criteria that
can be used to establish a local research agenda
in women’s health, provided specific recommen-
dations for determining gaps in women’s re-
search, made recommendations to identify
women’s health researchers, and suggested ways
to facilitate multidisciplinary women’s health re-
search. A 10-step process for establishing a local
research agenda on women’s health was devel-
oped from information generated from a survey
of 18 CoEs research directors (Table 2). A strength
of this study is the systematic approach to col-
lecting information from recognized experts in
the field. Limitations include the limited size and
the ability to generalize the procedures outside of
experienced institutions. Priority setting for re-
search should take into account the strengths and
weaknesses of each institution or organization es-
tablishing a research agenda. Therefore, these rec-
ommendations from the CoEs were designed to
provide a general framework, with flexibility for
individual organizations to adapt the process to
the local environment. There are numerous chal-
lenges to implementation of a research agenda,
such as overcoming barriers for women to par-
ticipate in research and limited financial re-
sources that are beyond the scope of this docu-
ment. However, a documentation of criteria and
procedures to establish a research agenda on
women’s health is an important first step. A sys-
tematic approach to prioritize and strengthen re-
search activities should be a dynamic process,
with development of an infrastructure to ensure
that new discoveries are translated into improved
healthcare for women.
REFERENCES
1. Queenan RA, Beauregard L. Diseases that are more
prevalent in women. In: Haseltine FP, Jacobson BG,
eds. Women’s health research: A medical and policy
primer. Washington, DC: Health Press, 1997.
2. Woods NF, Jacobson GB. Diseases that manifest dif-
ferently in women and men. In: Haseltine FP, Jacob-
son BG, eds. Women’s health research: A medical and
policy primer. Washington, DC: Health Press, 1997.
3. National Institutes of Health Revitalization Act of
1993, Publication L. No. 103-43, 107 Stat. 22, 1993.
4. The Women’s Health Initiative Study Group. Design
of the Women’s Health Initiative Clinical Trial and
Observational Study. Controlled Clin Trials 1998;19:
61.
5. Office of Research on Women’s Health. Report of the
National Institutes of Health: Opportunities for re-
search on women’s health. NIH Publication No. 92-
3457. Washington DC: U.S. Government Printing Of-
fice, 1992.
6. U.S. Department of Health and Human Services, Pub-
lic Health Service, National Institutes of Health.
Agenda for research on women’s health for the 21st
century. A report of the Task Force on the NIH
Women’s Health Research Agenda for the 21st Cen-
tury. Bethesda, MD: USDHHS. NIH Publication No.
99-4385 to 99-4390, 1999:vol 1–6.
7. Institute of Medicine Committee on the NIH Research
Priority-Setting Process. Scientific opportunities and
public needs. Improving priority setting and public
input at the National Institutes of Health. Washing-
ton, DC: National Academy Press, 1998.
8. U.S. Department of Health and Human Services, Pub-
lic Health Service, National Institutes of Health, Of-
fice of Research on Women’s Health. Recruitment and
retention of women in clinical trials. Bethesda, MD:
USDHHS. NIH Publication No. 94-026, 1994.
9. U.S. Department of Health and Human Services, Pub-
lic Health Service. Report of the National Institutes of
Health: Opportunities for research on women’s health
(full report). Bethesda, MD: USDHHS. NIH Publica-
tion No. 92-3457, 1992.
MOSCA ET AL.934
10. U.S. Department of Health and Human Services, Pub-
lic Health Service, Office on Women’s Health. Action
plan for women’s health. Washington, DC: USDHHS.
Plan 1624.1, 1992.
11. U.S. Department of Health and Human Services, Pub-
lic Health Service, Office of Research on Women’s
Health. Women in biomedical careers: Dynamics of
change—Strategies for the 21st century. Bethesda,
MD: USDHHS. NIH Publication No. 94-630, 1994.
12. Woods NF, Mitchell ES. Preventive health issues: The
perimenopausal to mature years (45–64). In: Allen
KM, Phillips JM, eds. Women’s health across the life-
span. Philadelphia: Lippincott, 1997.
13. Phillips JM, Sexton M, Blackman JA. Demographic
overview of women across the lifespan. In: Allen KM,
Phillips JM, eds. Women’s health across the lifespan.
Philadelphia: Lippincott, 1997.
14. Mosca L, Jones WK, King KB, et al. Awareness, per-
ception, and knowledge of heart disease risk and pre-
vention among women in the United States: Ameri-
can Heart Association Women’s Heart Disease and
Stroke Campaign Task Force. Arch Fam Med 2000;
9:506.
15. Henrich JB. Needed: A women’s health curriculum
and program. In: Haseltine FP, Jacobson BG, eds.
Women’s health research: A medical and policy
primer. Washington, DC: Health Press, 1997.
16. Kessler RC, McGonagle KA, Swartz M, Blazer DG,
Nelson CB. Sex and depression in the national co-
morbidity survey. 1. Lifetime prevalence, chronicity
and recurrence. J Affect Disord 1993;29:85.
17. Johnson TL, Fee E. Women’s health research: An in-
troduction. In: Haseltine FP, Jacobson BG, eds.
Women’s health research: A medical and policy
primer. Washington, DC: Health Press, 1997.
18. Fried LP, Francomano CA, MacDonald SM, et al. Ca-
reer development for women in academic medicine:
Multiple interventions in a department of medicine.
JAMA 1996;276:898.
19. Kvaerner KJ, Aasland OG, Botten GS. Female med-
ical leadership: Cross-sectional study. Br Med J 1999;
318:91.
20. Office on Women’s Health, Department of Health and
Human Services. National Centers of Excellence in
Women’s Health Forum, Washington, DC, November
1–2, 1999.
21. Marks S, Link H, Morahan PS, et al. Innovative men-
toring programs to promote gender equity in acade-
mic medicine. Acad Med In press.
22. Levison SP. Multidisciplinary women’s health cen-
ters—A viable option? Int J Fertil 1996;41:132.
23. Wilson DR. Fostering interdisciplinary research in a
faculty of medicine: An integrated model. Clin Invest
Med 1990;13:367.
24. Chesney MA, Ozer EM. Women and health: In search
of a paradigm. Wom Health Res Gender Behav Pol-
icy 1995;1:3.
25. Day SC, Cassel CK, Kimball HR. Training internists
in women’s health: Recommendations for educators.
Am J Med 1996;100:375.
26. Edmunds M. Policy research: Balancing rigor with rel-
evance. Wom Health Res Gender Behav Policy, 1995;
1:97.
27. Haseltine FP, Jacobson BG, eds. Women’s health re-
search: A medical and policy primer. Washington,
DC: Health Press, 1997.
28. Landrine H, Klonoff EA. Culture and health-related
schemas: A review and proposal for interdisciplinary
integration. Health Psychol 1992;11:267.





622 West 168th St.
New York, NY 10032
ACKNOWLEDGMENTS
Directors of Research at the National Centers
of Excellence in Women’s Health who partici-
pated in this study include Jessica Wolfe (Boston
University Medical Center), Gail Greendale (Uni-
versity of California, Los Angeles), Rita Redberg
(University of California, San Francisco), Pamela
Douglas (Harvard University), Jacqueline Wal-
cott-McQuigg (University of Illinois at Chicago),
Victoria Champion (Indiana University School 
of Medicine), Margaret McLaughlin (Magee-
Women’s Hospital), Anne Hirshfield (University
of Maryland at Baltimore), Donna Murasko (MCP
Hahnemann University), Lori Mosca (University
of Michigan Health System), David Frid (The
Ohio State University Medical Center), J.A.
Grisso (University of Pennsylvania), Emma Fer-
nandez-Repollet (University of Puerto Rico
School of Medicine), Val Petit Setlow (Tulane
University and Xavier University of Louisiana),
Mark Espeland (Wake Forest University Baptist
Medical Center), Marcia Killien (University of
Washington), Catherine Allen (University of Wis-
consin Medical School), and Carolyn Mazure
(Yale University School of Medicine).
LOCAL RESEARCH AGENDA FOR WOMEN’S HEALTH 935
This article has been cited by:
1. Elizabeth H.W. Ricanati , Holly L. Thacker . 2007. The Evolution of Women's Health Education:
The Cleveland Clinic's Women's Health Fellowship as a ModelThe Evolution of Women's Health
Education: The Cleveland Clinic's Women's Health Fellowship as a Model. Journal of Women's Health
16:7, 1070-1075. [Abstract] [PDF] [PDF Plus]
2. Rose S. Fife . 2003. Development of a Comprehensive Women's Health Program in an Academic
Medical Center: Experiences of the Indiana University National Center of Excellence in Women's
HealthDevelopment of a Comprehensive Women's Health Program in an Academic Medical Center:
Experiences of the Indiana University National Center of Excellence in Women's Health. Journal of
Women's Health 12:9, 869-878. [Abstract] [PDF] [PDF Plus]
